THESE cases were examples of an eruption to which the exhibitor had drawn attention in the British Journal of Dermatology,1 which was seen mainly in children, and which consisted of reddish, roughened, circumscribed patches, of from i in. to several inches in diameter, with roughly symmetrical distribution on the sides of the face, on the arms and legs, and sometimes on the trunk. These patches seemed to be made up of pin-head-sized follicular papules so that they resembled patches of lichen scrofulosorum, but on closer inspection it would be found that the apparent papules were really small superficial crusts. Histologically these were shown to be dried-up vesicles which had formed in the horny layers of the epidermis. A striking feature of the eruption was its marked resistance to treatment, and the exhibitor had had many cases under observation for years without having been able to cure the eruption. Chrysarobin would sometimes remove the lesions for a time, but it had always returned in the same areas. In the paper referred to Dr. Adamson had discussed the diagnosis of these eruptions from lichen scrofulosorum, from seborrhceic eczema, from parapsoriasis ' Brit.
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M. C., aged 4, had had the eruption some eighteen months. It had begun on one thigh, and the other patches had since gradually appeared. There were now about twelve circumscribed, red, rough patches, with almost symmetrical distribution on the face, arms, thighs, and legs. On each side of the face, in front of the ears, was a patch extending from the forehead nearly to the angle of the jaw-a characteristic position. On superficial examination many of the patches were strongly suggestive of lichen scrofulosorum, but closer inspection showed the pin-head-sized elevations to be minute crusts. The eruption did not give rise to itching. There was no deep-seated redness and swelling as in eczema, and the patches did not become eczematized when subjected to local irritation.
The second case, L. G., was a little girl, aged 12, who had been attending the hospital for the past two years. The first diagnosis had been lichen scrofulosorum, but it had soon been found that this was not correct, and that the case belonged to the class which had just been described. In this case the patches were typical and had the typical distribution on the sides of the face, the arms and the legs, but there was an unusually large number of patches on the trunk, which fact had probably led to the earlier diagnosis of lichen scrofulosorum. Among the applications which had been used were chrysarobin, salicylic acid and resorcin, pix carbonis preparata and Lassar's paste, but no treatment, either stimulating or soothing, had led to any but slight temporary improvement.
